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Figure 2-2-A-1 Accreditation/Certification Membership Directories

Guide to The Health Care Field

American Hospital Association
840 North Lake Shore Drive
Chicago, IL 60611

Directory of Medical Facilities

Health Care Financing Administration (HCFA)
Administrative Service Section
6401 Security Boulevard
Baltimore, MD 21235

Annual List of Accredited Facilities

Joint Commission on Accreditation of Healthcare Organizations (JC)
875 North Michigan Avenue
Chicago, IL 606ll

The Christian Science Journal (monthly)

The Christian Science Publishing Society
One Norway Street
Boston, MA 02115

Registered Occupational Therapists
National Board for Certification of Occupational Therapists
800 South Frederick Avenue
Suite 200
Gaithersburg, Maryland 20877-41450
Phone: (301) 990-7979



Provider Certification

OPM Part Two

Chapter

2

 

Figure 2-2-A-2 Program Information Specialized Treatment 
Facilities Ambulatory Surgical Centers, CHAMPUS 
Form 758
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Figure 2-2-A-3 Program Information New Psychiatric Hospital 
Pending JC Accreditation, OCHAMPUS Form 759
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Figure 2-2-A-4 Heart Transplantation Centers CHAMPUS Standards 

and Certification Requirements, OCHAMPUS Form 
760
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Figure 2-2-A-4 Heart Transplantation Centers CHAMPUS Standards 

and Certification Requirements, OCHAMPUS Form 
760 (Continued)
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Figure 2-2-A-4 Heart Transplantation Centers CHAMPUS Standards 

and Certification Requirements, OCHAMPUS Form 
760 (Continued)
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Figure 2-2-A-4 Heart Transplantation Centers CHAMPUS Standards 

and Certification Requirements, OCHAMPUS Form 
760 (Continued)
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Figure 2-2-A-4 Heart Transplantation Centers CHAMPUS Standards 

and Certification Requirements, OCHAMPUS Form 
760 (Continued)
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Figure 2-2-A-5 Liver Transplantation Centers, CHAMPUS Standards 
and Certification Requirements, CHAMPUS Form 
761

(FI LETTERHEAD)

Dear __________________________

Effective July 1, 1983, CHAMPUS began coverage for services related to liver 
transplantation. Attached at enclosure 1 is a copy of CHAMPUS policy regarding benefit 
coverage.

Benefits for liver transplantation are available only if the procedure is performed in a 
CHAMPUS-approved liver transplantation center. If you are interested in participating in the 
CHAMPUS Program, it is necessary that you forward a written request along with program 
information which provides documented evidence of compliance with CHAMPUS standards. 
In order to facilitate the administrative certification process in obtaining authorization as a 
Liver Transplantation Program, please provide the information requested at Enclosure 2.

Forward the required information to:

[NAME AND ADDRESS OF FI/CONTRACTOR] 

If you have any questions or if we can be of assistance to you, call [NAME AND PHONE 
NUMBER OF FI/CONTRACTOR CERTIFICATION SPECIALIST].

Sincerely,

[NAME AND TITLE] 

Enclosures - 2
CHAMPUS Form Letter 761, February 1988
2.2.A-9
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Figure 2-2-A-5 Liver Transplantation Centers, CHAMPUS Standards 
and Certification Requirements, CHAMPUS Form 
761 (Continued)
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Figure 2-2-A-5 Liver Transplantation Centers, CHAMPUS Standards 
and Certification Requirements, CHAMPUS Form 
761 (Continued)
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Figure 2-2-A-5 Liver Transplantation Centers, CHAMPUS Standards 

and Certification Requirements, CHAMPUS Form 
761 (Continued)
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Figure 2-2-A-6 Program Information Skilled Nursing Facilities, 

CHAMPUS Form 762
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Figure 2-2-A-6 Program Information Skilled Nursing Facilities, 

CHAMPUS Form 762 (Continued)
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Figure 2-2-A-6 Program Information Skilled Nursing Facilities, 

CHAMPUS Form 762 (Continued)
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Figure 2-2-A-7 VA Request for an Exception

Manager, TRICARE Provider Certification
(Appropriate TRICARE Claims Processors’s Address)

Dear Manager:

The Director, TRICARE Management Activity (TMA), has authorized exceptions, on 
a case-by-case basis, to the TRICARE policy which excludes any civilian employee of the 
Department of Veterans Affairs (VA) from authorization as a TRICARE provider. This letter 
identifies the individual VA employee(s) for whom an exception is requested based on my 
determination that an exception is required to avoid a detrimental effect on VA’s ability to 
obtain the necessary part-time physician employee(s) essential to the mission of this 
facility. By granting this exception, the individual part-time physician employee will be 
an authorized TRICARE physician and may file claims for services furnished in the 
physician’s private, non-VA employment practice.

A request for an exception to TRICARE policy is made for the following part-time 
VA physician employee(s):

(List each physician’s name, specialty, address, and the 
physician’s IRS/SSAN or other identification number used to 
report income to the Internal Revenue Service.)

In support of this request for exception to policy, the individual physician(s) 
named have signed the attached certification, as part of the physician’s application for 
authorization as a TRICARE provider, that:

1. The physician understands the prohibitions against dual compensation 
under Title 5, United States Code, Section 5536, as well as the standards of conduct 
provisions applicable to Government employees who require the avoidance of actual 
conflict of interest situations as well as situations in which the appearance of conflict of 
interest may exist; and

2. The physician has not violated the dual compensation or standard of 
conduct provisions in providing any services(s) for which a TRICARE claim is submitted 
for payment. This certification shall be retained on file by the TRICARE claims processor 
and be applicable to all claims for services of the physician during the period of 
authorization as a TRICARE provider under this requested exception. In addition, when 
filing individual TRICARE claims, the physician shall annotate the signature block (block 
33) of the TRICARE claims form with the words “additional certification on file” in order to 
identify the claim as an exception to the general TRICARE policy and confirming that the 
certification on file applies specifically to that claim.
2.2.A-16C-124, September 25, 1998
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By requesting an exception to TRICARE policy, I agree that the administrators of 
this VA facility shall assume full responsibility for informing the above-named part-time 
physician employee(s) of the dual compensation and standard of conduct provisions and 
for monitoring the conduct of the employee(s) and enforcing the provisions regarding any 
TRICARE claims for service furnished by the employee(s) while acting under this request 
for exception to policy. In addition, for the above-named part-time physician employee(s), 
I agree to provide the appropriate TRICARE claims processor written notice of 
termination of VA employment or any other basis for withdrawal of this request for 
exception to TRICARE policy.

Thank you for your prompt attention to this request. Should there be a need to 
contact VA regarding this request or regarding any matter arising out of the 
implementation of this request, my point of contact on this matter is ______________ who 
may be contacted at the above address or by telephone number __________________.

Sincerely,

VA Facility Administrator

Enclosure: 
Physician’s Certification

Figure 2-2-A-7 VA Request for an Exception (Continued)
2.2.A-17 C-124, September 25, 1998



Provider Certification

OPM Part Two

Chapter

2

 

Figure 2-2-A-8 Provider Certification, Department of Veterans 
Affairs Part-Time Physician Employee

I certify that I am a part-time physician employee of the Department of Veterans 
Affairs (VA) at (Name of VA Facility) for whom a letter by the VA facility administrator 
has requested an exception to the TRICARE policy excluding any civilian employee of the 
Department of Veterans Affairs (VA) from authorization as a TRICARE provider. Based on 
the exception granted to me, I will be authorized as a TRICARE provider for services 
furnished in my private, non-VA employment physician practice. All TRICARE claims for 
services furnished by me under this exception shall be subject to the standard TRICARE 
provider certification except that I am a part-time civilian employee of the United States 
Government.

I certify that for all such TRICARE claims that:

1. I understand the prohibitions against dual compensation under Title 5, 
United States Code, Section 5536, as well as the standards of conduct provisions 
applicable to Government employees which require the avoidance of actual conflict of 
interest situations as well as situations in which the appearance of conflict of interest 
may exist; and 

2. I have not violated the dual compensation or standard of conduct provisions 
in providing a service(s) for which a TRICARE claim is submitted for services furnished by 
me.

When any TRICARE claim is filed, I agree to annotate the signature block on the 
claim form with the words, “additional certification file,” in order to identify the claim as 
an exception to the general TRICARE policy and confirming that this certification 
maintained on file by the TRICARE claims processor as part of my provider file applies 
specifically to each claim filed.

(Typed Physician’s Name, Address, and 
Identification Number) 
2.2.A-18C-124, September 25, 1998
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Figure 2-2-A-9 Contractor UPIN Transition Monthly Workload Report

Contractor Name:  ________________________________           Contract Number:  ____________

Report for (check one or more): 

____  Initial Batch Submission      ____  Initial Batch Registry Response  
____  Weekly Batch Submission     ____  Weekly Batch Registry Response

Initial Batch Submission:

1. Total Number of Records Submitted __________________
2. Number of Individual Provider Records Submitted __________________
3. Number of MD Provider Records Submitted __________________
4. Number of DO Provider Records Submitted __________________
5. Number of Other Provider Records Submitted __________________
6. Number of Group Records Submitted __________________
7. Date Records Submitted (Mailed) __________________

Initial Batch Response:

1. Total Number of Records In Response Tapes __________________
2. Number of Individual Provider Records In Response __________________
3. Number of New Individual Provider Records Added 

to Registry/UPINs Assigned __________________
4. Number of New MD Records Added to Registry/UPINs Assigned __________________
5. Number of New DO Records Added to Registry/UPINs Assigned __________________
6. Number of New Other Provider Records Added to Registry/

UPINs Assigned __________________
7. Number of Individual Provider Records Matched __________________
8. Number of MD Provider Records Matched __________________
9. Number of DO Provider Records Matched __________________
10. Number of Other Provider Records Matched __________________
11. Number of Individual Provider Records Possible Match __________________
12. Number of MD Provider Records Possible Match __________________
13. Number of DO Provider Records Possible Match __________________
14. Number of Other Provider Records Possible Match __________________
15. Number of Individual Provider Records Not Matched __________________
16. Number of MD Provider Records Not Matched __________________
17. Number of DO Provider Records Not Matched __________________
18. Number of Other Provider Records Not Matched __________________
19. Number of Group Records In Response Tapes __________________
20. Number of Group Records Matched __________________
21. Number of Group Records Possible Match __________________
22. Number of Group Records Not Matched __________________
23. Date Records Received From Registry __________________
2.2.A-19 C-81, February 25, 1997
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Weekly Batch Submission:

1. Total Number of Records Submitted __________________
2. Number of Individual Provider Records Submitted __________________

a. Number of Records:  First Time Submissions __________________
b. Number of Records:  Confirmations/Resolutions __________________

3. Number of MD Provider Records Submitted __________________
a. Number of Records:  First Time Submissions __________________
b. Number of Records:  Confirmed Match __________________
c. Number of Records:  Resolutions __________________

(1) Confirmed Match __________________
(2) Query for Attempt to Match (data added 

or corrected) __________________
(3) Request for UPIN Assignment __________________

4. Number of DO Provider Records Submitted __________________
a. Number of Records:  First Time Submissions __________________
b. Number of Records:  Confirmed Match __________________
c. Number of Records:  Resolutions __________________

(1) Confirmed Match __________________
(2) Query for Attempt to Match (data added 

or corrected) __________________
(3) Request for UPIN Assignment __________________

5. Number of Other Provider Records Submitted __________________
a. Number of Records:  First Time Submissions __________________
b. Number of Records:  Confirmed Match __________________
c. Number of Records:  Resolutions __________________

(1) Confirmed Match __________________
(2) Query for Attempt to Match (data added or 

corrected) __________________
(3) Request for UPIN Assignment __________________

6. Number of Group Records Submitted __________________
a. Number of Records:  First Time Submissions __________________
b. Number of Records:  Confirmed Match __________________
c. Number of Records:  Resolutions __________________

(1) Confirmed Match __________________
(2) Query for Attempt to Match (data added 

or corrected) __________________
(3) Request for UPIN Assignment __________________

7. Date Records Submitted (Mailed) __________________

Figure 2-2-A-9 Contractor UPIN Transition Monthly Workload Report
 (Continued)
2.2.A-20C-81, February 25, 1997
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Weekly Batch Response:

1. Total Number of Records In Response Tapes __________________
2.  Number of Individual Provider Records In Response __________________
3. Number of New Individual Provider Records Added to 

Registry/UPINs Assigned __________________
4. Number of New MD Records Added to Registry/UPINs Assigned __________________
5. Number of New DO Records Added to Registry/UPINs Assigned __________________
6. Number of New Other Provider Records Added to 

Registry/UPINs Assigned __________________
7. Number of Individual Provider Records Matched __________________
8. Number of MD Provider Records Matched __________________
9. Number of DO Provider Records Matched __________________
10. Number of Other Provider Records Matched __________________
11. Number of Individual Provider Records Possible Match __________________
12. Number of MD Provider Records Possible Match __________________
13. Number of DO Provider Records Possible Match __________________
14. Number of Other Provider Records Possible Match __________________
15. Number of Individual Provider Records Not Matched __________________
16. Number of MD Provider Records Not Matched __________________
17. Number of DO Provider Records Not Matched __________________
18. Number of Other Provider Records Not Matched __________________
19. Number of Group Records In Response Tapes __________________
20. Number of New Group Records Added to Registry/

UPINs Assigned __________________
21. Number of Group Records Matched __________________
22. Number of Group Records Possible Match __________________
23. Number of Group Records Not Matched __________________
24. Date Records Received From Registry __________________
25. Number of Individual Provider Records Pending 

Resolution/Enrollment __________________
26. Number of Group Records Pending Resolution/Enrollment __________________

Figure 2-2-A-9 Contractor UPIN Transition Monthly Workload Report
 (Continued)
2.2.A-21 C-81, February 25, 1997
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Figure 2-2-A-10 Contractor OSCAR Transition Workload Report

Contractor Name:  ________________________________           Contract Number:  ____________

OSCAR Batch Submission

1. Total Number of Records Submitted __________________
2. Number of Hospital Records Submitted __________________
3. Date Records Submitted (Mailed) __________________
2.2.A-22C-81, February 25, 1997
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